M ore than 50% of students now entering medical school are female; in 2012, of the 3600 graduates across Australia, 55% were women. 1 The vast majority of these are now in the medical workforce and most will wish to undergo some form of further training in the near future. 2,3 2,3 For those undertaking training to fulfi l the requirements of one of the increasing number of specialist colleges, this may mean up to 8 years of further training. Training to become a Fellow of the Royal Australian and New Zealand College of Obstetricians and Gynaecologists (RANZCOG) takes a minimum of 6 years; completing subspecialty training (eg, maternal fetal medicine) requires at least another year. In 2012 and 2013, 80% of young doctors commencing Fellowship training were women (RANZCOG Workforce and Evaluation Unit, unpublished data).
Most of those completing the medical course do so in their mid 20s to early 30s; postgraduate training therefore most commonly takes place between the ages of 25 and 35. This is exactly the age group which, as obstetricians, we see as the optimal time for women to undertake pregnancy and childbirth. It is therefore unsurprising that a signifi cant proportion of women undergoing specialist training wish to be able to take some time off from that training for pregnancy, birth and the care of their newborn infants. RANZCOG strongly supports women being able to access parental leave. However, while colleges such as RANZCOG oversee hospital appointments to ensure that the clinical exposure is suffi cient for training, the colleges are not the employers. There is then the potential for an employer, for a number of reasons, not to provide women employees with ready access to parental leave and employment in a recognised training position on completion of that leave.
The realisation that the increasing feminisation of the specialist obstetric and gynaecological workforce might have signifi cant implications for training positions, and some anecdotal reports of diffi culties with parental leave, led to RANZCOG's decision to conduct an anonymous online survey of all current trainees and of those who had recently gained their Fellowship. The purpose of the survey was to ascertain the experience of participants, both male and female, of parental leave. While we were particularly interested in the results from the point of view of developing and improving our own college policies, we believe that our fi ndings could have implications for other specialist colleges and training institutions, since the feminisation of the workforce extends into every discipline.
Methods
The parental leave survey was developed and piloted by three of us (C de C, L F, A C) in conjunction with members of the RANZCOG Board and about 20 RANZCOG Fellows and trainees. The survey was administered with SurveyMonkey between 16 August 2012 and 14 September 2012, and emailed to trainees and Fellows who had graduated within the previous 6 years. Approval for the study was given by the Women's Health Committee and the Board of RANZCOG; it was not considered necessary to apply for separate ethics approval for this study. Participants were regarded as consenting if they decided to take part in the survey after reading the introductory information provided. SurveyMonkey and QuickCalcs (GraphPad Software) were used to analyse quantitative data, and thematic analysis was applied to free-text comments. The Fisher exact test was used to examine differences between male and female participants' responses to questions about the effects of parental leave taken by trainee colleagues on participants' own training. Design: An anonymous online survey, conducted over a 1-month period from 16 August 2012 to 14 September 2012, of participants' experiences of taking parental leave and of the eff ects of parental leave taken by trainee colleagues on participants' own training.
Setting and participants: All trainees undertaking training for the Fellowship of the College, and all Fellows who had graduated in the past 6 years were invited to take part. Of the total 1051 invitees, 261 responded to the survey.
Main outcome measures:
Ease with which parental leave was granted, ability to return to a training post after taking leave, and participants' experiences of views expressed about parental leave in the work environment.
Results: Most participants requesting parental leave were able to access it and return to a training post; however, a small proportion experienced diffi culties. Among female respondents who had taken parental leave, 28 (26.2%) reported being asked about their intentions for future pregnancy during the training application process, and 45 (42.1%) reported receiving negative comments about this in the work environment.
Conclusions: While in most instances parental leave is accessible automatically, a small but signifi cant number of trainees reported encountering diffi culties. These matters are being addressed within our own College, and our results are likely to be relevant to all bodies involved in postgraduate medical training, particularly given the increasing feminisation of the medical workforce.
The survey questionnaire (Appendix, online at mja.com.au) was constructed in two parts. Part A focused on demographic information and general views about parental leave and its impact on wider work units. Part B applied only to respondents who indicated that they had taken parental leave during training. All respondents to part B were women.
The survey was designed to gather information relating to:
• the general impact of parental leave on those continuing to work in training units when fellow trainees have taken leave;
• the number of times individual trainees request parental leave;
• the length of parental leave taken;
• participants' perceptions of College-wide views about those requesting parental leave; and
• the impact that a pregnancy and subsequent request for parental leave may have on employment and re-employment opportunities for the trainee.
Results
There Overall, 162 responses (62.1%) came from trainees and 99 (37.9%) from Fellows. When asked if they had taken parental leave during training, 115 (44.1%) said they had, 137 (52.5%) had not, and nine (3.4%) did not answer the question. There were 107 participants (41.0%) who said they had taken parental leave and who responded to Part B.
All trainees are required to have a RANZCOG email address and no emails were returned undelivered. Fellows are requested to update email addresses annually; however, a small number of Fellows' emails were returned undelivered.
Respondents who had taken parental leave
Respondents to Part B were asked on how many occasions they had taken parental leave (Box 3, A). Of the 115 who had taken leave, 107 answered questions about how much leave had been taken, and whether they had any diffi culties accessing leave. Of those, 64 (59.8%) had taken leave on one occasion only, and 68 (63.6%) had taken 6 months or less. Box 3, B shows the stage in training at which respondents took parental leave.
When asked whether leave was granted automatically on application, 100 (93.5%) said it was, and seven (6.5%) said it was not. Four respondents (3.7%) had their applications for leave refused.
Among female respondents who had taken parental leave, 28 (26.2%) reported they had been asked about their intentions regarding future pregnancy by a prospective employer in the course of a job application, and 79 (73.8%) had not. Responses to the question, "Have you experienced When asked about return to employment after parental leave, 14 respondents (13.1%) reported experiencing diffi culties and 93 (86.9%) did not, and 11 (10.3%) reported experiencing diffi culty obtaining a collegeapproved training post on their return from parental leave.
Impact of parental leave on other trainees
Responses to the question "Have you ever felt inconvenienced by another trainee in the program taking leave from the same service?" are shown in Box 4. These concern inconvenience experienced by registrars when another trainee in the program took parental leave, including adverse changes to recreational or other leave and adverse roster changes. Signifi cant numbers of both male and female respondents reported being inconvenienced, but in all responses the proportion of men who felt affected was much higher than that of women. Freetext comments were analysed thematically with regard to whether they were made about registrars, consultants or employers, and whether they were concerned with rostering or recreational leave. A representative selection of six comments of a total 47 is included in Box 5.
Discussion
The results of this study should be interpreted with caution given the relatively low number of respondents, particularly since those who felt they had been adversely affected may have been more likely to participate, and since among Fellows there was a higher proportion of female than male respondents. However, it can be concluded that there is a substantial pool of trainees and recent trainees with diffi culties relating to their own parental leave or that of trainee colleagues.
Trainees were nearly always able to access parental leave automatically in all years of training, but some did have diffi culty fi nding a suitable vacant training position when they returned to work. Although the employer is legally obliged to fi nd an equivalent position when an employee returns to work, in reality, the position has often been fi lled by another trainee who may then be understandably reluctant to vacate it. One possible solution is to have a pool of "service registrars" who can meet the service needs of the hospital while a trainee is on parental leave but who have no need to continue the training after this period.
Diffi culties experienced by other trainees as a result of a colleague's parental leave are numerically signifi cant. With 80% of new trainees being women, parental leave must be regarded as an integral part of the training program, and employers need to develop strategies to ensure service requirements can be met without impacting adversely on those registrars remaining in the health service. Where trainee numbers are large, the impact of a single trainee leaving is likely to be proportionately less. However, in smaller hospitals, the departure of a trainee may have very substantial rostering effects on those remaining. The signifi cantly higher proportion of male trainees who reported being disadvantaged by colleagues taking parental leave is concerning. Even if this disadvantage was more perceived than real, it is a fi nding that emphasises the need for changes in workforce planning to incorporate parental leave into training programs.
Equally of concern are the 42.1% of women taking parental leave who reported experiencing negative comments about their leave, and the 26.2% who reported being questioned about their intentions for future pregnancies in relation to job interviews. The free text responses to these questions also indicate that respondents saw verbal criticism from both consultants and registrars as a significant issue. It would appear that an educational process is required among professional colleagues at all levels. To some extent, it would be more productive if such comments were directed to the health service if it has 5 Examples of comments made in response to the question "Have you experienced negative comments about your parental leave from registrars, consultants or employers?"* "These comments were never said in a serious manner but there are always passing comments both about my leave and others regarding the upcoming vacancies in on-call rosters, how it leaves a gap for a team, how long taking off . It may only be in passing and not meant to take it personally but it happens all the time."
"Negative comments from registrars because the hospital was unwilling to replace my position during parental leave. Registrars then ended up working extra overtime."
"Many consultants frowned on the length of time I intended to take off . I found this especially so with some of my female consultants who believed that the correct thing to do was to take the absolute minimum amount of time off after having a baby."
"A couple of consultants have implied anything beyond 3-4 months was excessive and that I would never fi nish training. failed to establish systems to replace women taking parental leave. The trainee herself cannot be responsible for correcting these defi ciencies, and open negativity is both unhelpful and unprofessional. Parental leave is an integral and important component of specialist training for all medical colleges. The complexity of administrative arrangements is increased by the fact that the colleges defi ne the training programs, yet do not have control over employment and its conditions. Although the colleges do not have the ability to direct employers, they may still be held responsible by a trainee for industrial matters between employers and employees. In all jurisdictions, employers have industrial obligations around parental leave, and trainees need to be aware of their industrial rights if employment diffi culties arise.
It is essential that potential deficiencies in parental leave provision are addressed, and educative processes established within the health services, to enable women to stay in the workforce, and to encourage young women graduates to pursue postgraduate training.
